Introduction: Depression during or shortly after hospitalization elevated two to three times the risk of mortality or nonfatal cardiac events, significantly increasing the morbidity and mortality of these patients.
have shown improvement in both the physical and mental aspect, as well as the overall health status of patients undergoing this intervention providing them best prognosis [15] [16] [17] [18] [19] .
Due to the importance of coronary artery disease and depression as a public health problem as well as the paucity of information on the topic in our region, this study assessed the impact of coronary artery bypass grafting on quality of life, as well as the prevalence of depressive symptoms in patients with Coronary Artery Disease, at the President Dutra University Hospital (HUUFMA), a reference hospital of the state of Maranhão, in the city of São Luís, aiming at filling this knowledge gap.
METHODS
It was a prospective analytical cohort study, developed at the Presidente Dutra University Hospital in São Luís, Maranhão.
The study included patients between 39 and 80 years of age, of both genders, with CVD referred for isolated CABG surgery who agreed to participate by signing the written informed consent form. Patients with depression under antidepressant use during psychotherapy or other psychiatric disorders that impede comprehension and communication during the interview were not included. There are also not included patients with unstable angina that required emergency surgery, those with compromised ventricular function and those who refused to sign the consent form.
INTRODUCTION
The WHO [1] cites cardiovascular disease (CVD) and depression as the most two debilitating and costly conditions in the health context, and these chronic diseases are among the diseases of greatest impact on quality of life (QOL) of the individual. The projections for 2020 remain CVD as the leading cause of death and disability, and currently developing regions contribute most strongly to the burden of these diseases than developed regions [2] . In Brazil, it is estimated that CVD accounts for over 30% of deaths from the 20 years-old subjects [3, 4] .
It is well known the association between depression and CVD. Furthermore, it has been given its impact on outcome of patients hospitalized for acute coronary disease, as well as preand postoperative of myocardial revascularization (MR) [5] .
The presence of depressive symptoms during or shortly after hospitalization increases by two to three times the risk of mortality or nonfatal cardiac events, significantly increasing the morbidity and mortality of these patients [6] [7] [8] [9] [10] [11] .
As one of the treatments of CVD, CABG surgery is indicated for patients with angina not controlled with medical therapy and for patients with high-grade obstruction of major arteries, meaning the risk of life [12] . About 60% of CVD patients with multivascular indication for surgery may technically be treated by RM [13] . MRI aims to improve the quality of life of patients, relieving symptoms of angina, restoring physical capacity, and increasing their survival [14] .
Thus, CABG surgery is an effective intervention for the treatment of symptoms of CVD, prevention of myocardial infarction and reduction of mortality. Furthermore, several studies patients progressed to death after three months of RM, and were excluded from the analysis.
The information was obtained through individual interviews performed preoperatively and by telephone after discharge with six months of MRI follow-up.
The instruments used in the research were the Beck Depression Inventory (BDI). Data were collected during visits on weekdays and times (morning, afternoon and evening).
The first stage, in preoperative, was composed of an interview to assess the clinical and socio-demographic profile, followed by the application of the Beck Depression Inventory (BDI). In the second stage of postoperative, at the sixth month, BDI was applied by telephone.
A unique score for each question on the SF-36 was used to evaluate the results, which were transformed into a scale from zero to one hundred, whose low numerical score (less than 50) reflected poor health perception, while a high numerical score (greater than or equal to 50) showed a good awareness of preserved health [20] .
For the assessment of depressive symptoms the nosologic criteria used for the Portuguese version were those from the ICD-10 [21] and diagnosis by [21] DSM-IV. In the 1993 edition, different cut-off points have been suggested to assess the intensity of depressive symptoms in depressed psychiatric diagnoses: 09 degree minimum; 10-16, mild; 17-29, moderate; 30-63, severe [21] .
The variables: gender, age in years, self-reported color (white, brown and black), marital status (single, married, stable, separated and widowed), education (illiterate, literate, elementary school, middle school, and higher family income, considered the current minimum wage of R$ 545,00 according to the Ministry of Labour and Employment [22] .
It was also investigated the self-reported current or previous practice of smoking and drinking.
For preparation of the database we used Office Excel 2010. Data were expressed as frequencies (absolute and relative) for categorical variables and mean and standard deviation for continuous variables.
To compare the BDI score before and after, with the population being its own control, we applied the Wilcoxon test for paired samples. To verify the association from the frequency distribution of the categories of BDI score in relation to sociodemographic variables and lifestyle, we applied the ChiSquare test. To verify the relationship between the average of SF-36 compared to the BDI score, ANOVA test was used for parametric variables and Kruskal Wallis test for nonparametric variables, and later was applied post hoc Bonferroni.
Variables (score 0 -9) and severe (score 30-63) there was reduction, 32 (56 14%) to 28 (49 12%) and three (5.26%) to two (3.51%), respectively ( Table 2 ). Were not found for these associations statistically significant differences (P>0.05).
We noted in Table 3 the association between symptoms of depression, gender, age, quality of life, lifestyle and comorbidities. With regard to gender we could verify that women prevailed with a minimal degree of the BDI, 15 (53.57%) and men prevailed in the mild and moderate, 15 (88.24%) and 10 100.00%), respectively. With respect to severe, there was one individual (50.00%) for each gender (P=0.003).
The age group 64 -74 years is more common in minimal BDI degrees, 11 (39.29%), mild, 7 (41.18%) and moderate, 4 (40.00%). For ages ranging from 42 to 52 years old versus 53 to 63 years old prevailed with severe grade one (50.00%) each (P=0.958).
Smokers accounted for 12 (42.86%), 13 (76.47%), nine (90.00%) and one (50.00%), respectively of minimum degree, mild, moderate and severe BDI (P=0.026). Drinkers accounted for 13 (46.43%), 12 (70.59%), four (40.00%) and one (50.00%) respectively of the score ranges of minimal, mild, moderate and severe BDI (P=0.026).
Among hypertensive we noted that 23 (81.14%), 11 (64.71%), nine (90.00%) and two (100.00%) comprised, respectively, the minimum degree, mild, moderate and severe depressive symptoms. As diabetics accounted for 12 (42.86%) minimum degree, 8 (47.06%) mild, 5 (50.00%) moderate and 2 (100.00%) severe (P=0.479).
In the analysis of the association between the BDI and the quality of life (QOL), it was noted that the score for functional capacity ranged from 7.50±10.60 to 71,78±26,43, with statistical significance between categories of symptoms depression: minimal, moderate and severe (P=0.0001). The physical domain of the SF-36 showed variation of 7.35 ± 24.62 to 24.10 ± 39.95 (P=0.3327), being the minimum degree of depressive symptoms in the category with the lowest score. The pain domain ranged from 42.75±23.78 to 67.64±26.41 in the association between categories of symptoms of minimal and moderate depression (P=0.0258).
On health aspect there was variation of 32.50±10.60 to 64.28±19.17 (P=0.0315). The vitality ranged from 27.50±3,53 to 71.14 ± 17.63 with all tracks association between symptoms of depression. The social domain was 25.00 ± 35.35 to 82.50 
DISCUSSION
The data in Table 1 reveal similarities with the previously available in the literature for patients undergoing coronary artery bypass grafting, where there is a higher prevalence of males, older and under education and underprivileged [23, 24] . However, there was disagreement as to the prevalence of brown found in this study, other author [24] reports higher frequencies of caucasians. This last finding should be considered carefully, since Brazil is the country of extreme racial diversity, since each region may be influenced by a colonizing population.
In studies [23] involving depression before and after myocardial revascularization, it was noted outcomes similar to those found in this study, as described in Table 2 . The survey showed a reduction in the frequency of individuals with BDI scores representative of minimal symptoms of depression (score 0 -9) and an increase in the frequencies of any categories of depressive symptoms than or equal to mild (score greater than or equal to 10), 46 (79.30%) vs. 42 (76.40%) and 12 (20.70%) vs. 13 (23.60%), respectively. Moreover, research performed in Cuiabá (MT), Brazil, comparing the quality of life of men and women after coronary artery bypass grafting, noted significant reductions in BDI scores after 180 days of the event, without, however, find statistical significance.
In the association between coronary artery disease (CAD) and depression has been reported as high prevalence (14.00 to 60.00%) [25] . In a study [23] involving depression as a risk factor for early and late morbidity after revascularization, it was verified preoperatively higher frequency of depressive symptoms (20.70%). In hospital discharge this frequency still increased (23.60%) and three months after discharge the level of depression symptoms reduced to 9.8%.
Study [24] also reported lower levels of depressive symptoms in women compared to men after revascularization, as described in Table 3 . In another study it was noted [26] higher prevalence of men with BDI scores greater than or equal to 10 (symptoms of mild depression to severe).
The use of tobacco differs in other studies [23] , and it was found a high prevalence of smokers, 22 (20.00%) in other [27] study was found a largest number of smokers with some level of depressive symptoms (BDI score ≥ 10).
The number of diabetic patients in this study was different from those in research [23] with an objective similar to ours, where 19 (32.80%) had comorbidity. Diabetes research in São Paulo (Brazil), showed discrete frequency (less than 11.00%) among individuals with depressive symptoms, and hypertension has reached approximately 50.00% between them.
In study [26] performed in the state of São Paulo, Brazil between 2006 and 2008, it was noted an inverse association between depression score and domains: functional, physical, pain, health, vitality, social, emotional and mental health of a score of quality of life after CABG, differing from the findings reported in Table 4 . The data refer that after revascularization quality of life tends to be improved and thus depression there seems to be less significant.
Thus, the quality of life in health practices reveals the need to insert new concepts in relation to the illness and treatment, showing that the impact of new treatments and health care should be assessed in the field of influence on the quality of life among the chronic diseases [27] .
Thus, we note that the presence of symptoms of depression has been linked as a worsening factor on the quality of life of these patients; initially the best quality of life is suggested as a strong influence for a lower frequency of depression in this postoperative group [28] .
CONCLUSION
We observed a high prevalence of depressive symptoms among those assessed.
There was a reduction in the prevalence rates of depression symptoms after six months of myocardial revascularization without, however, any statistically significant association.
Men seem to have the worst scores of depression (BDI) and there was an association between the improvement of quality of life scores and depressive symptoms.
Thus, future studies are needed with longer follow-up after the surgical event. Being relevant reflection on the improvement in quality of life of patients, considering the aspects of clinical variability, comorbidities, and the physical and emotional aspects, seeking to know the patient's perception about interventions, designed as effective and definitive. 
